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Pathology of the placenta, cord, or membranes is attributed as a

causeor contributory to stillbirth in 11%to 65%of cases.

Especially stillbirth cases may easily undergo medico-legal

litigation and placental examination may become fundamental in

assessingthe liability of the whole medical assistance.

Placental gross description, sampling specifications, pathologic

terminologies, and diagnostic criteria represent a critically

needed systematic approach.



Description of the placenta should include the placental weight

trimmed of extraplacental membranes and umbilical cord, and

notation of whether the placenta was fresh or fixed when

measured.

Fixation of the placenta will affect its weight, with an increase

of 3%to 6%.

The placental weight is a surrogate for placental function, and

fetoplacental weight ratio has been suggested as a possible

indicator of adequacy of placental reserve capacity in fetal

growth restriction (FGR).







The placenta should be measured in three dimensions: the maximal 

linear dimension (length), the greatest dimension of the axis 

perpendicular to this linear measurement (width), and the mural 

minimal and maximal thickness.

Measuring the placental dimensions will also allow further 

refinement of determining the functional reserve of the placenta 

by correlation of size of any lesions with the overall dimensions of 

the placenta.



There are always membranous vessels 

connecting the villous tissue

between lobes. These membranous 

vessels, being devoid of the protection 

of Whartonõs jelly, are susceptible to 

damage from compression, rupture, 

or thrombosis .



Description of the umbilical cord should include:

Ånumber of vessels

Åaverage diameter of the cord

Ålength

Åsite of insertion in relation to the center/margin of the placenta

Åstrictures

Åcoiling



The diameter of the cord is predominantly due to the water content of

Whartonõs jelly and is usually reflective of the fluid status of the fetus. The

diameter increases slowly throughout gestation and then declines slightly in

the last few weeks before full maturity . The average cord diameter at term

varies from about 1.2 to 1.7 cm. An increased cord diameter is usually due

to edema.

Thus, very thin cords can be thought of as relative òdehydrationóand thick

cords as a manifestation of increased fluid, which is why the latter is

associated with hydramnios and hydrops.



*Short cords: less than 35 cm, as this is the minimum length needed

to allow a vaginal delivery with a fundal placental implantation .

*Long cords are considered to be those greater than 70ð80 cm.

*Short cords are associated with placental abruptio, cord

hemorrhage, cord hematoma, cord rupture .

*Abnormally long cords can be associated with cord entanglement,

cord prolapse, true knots, excessive coiling, constriction, and

thrombosis.





True knots of the umbilical cord may be loose or tight.



Tight true knots cause compression of Whartonõs jelly at the site

of knotting, congestion on the placental side of the knot (due to

decreased venous return to the placenta), and tendency of the

unknotted cord to curl (if the knot has been present for a period

of time) .

In clinically significant knots, the venous stasis that occurs often

results in thrombosis of placental surface veins or even umbilical

vein thrombosis.

Mural thrombosis or complete occlusion may be found, and

calcifications may occur in long standing thrombosis.







Velamentous 

Vessel 

Thrombosis

Velamentous vessels are susceptible to 

compression by fetal parts, resulting in 

obstruction of blood flow.



Velamentous 

Vessel Rupture 

One of most serious complications of

velamentous vessels is vasa previa in

which membranous vessels are

present over the internal cervical os.

In this situation, membranous vessels

may be disrupted by the exiting fetal

head. Exsanguination from ruptured

membranous vessels can proceed

within minutes.



Furcate insertion of the umbilical

cord .

This is a rare abnormality in which

the umbilical vessels split and

separate from the cord substance

prior to reaching the surface of the

placenta. They may lose the

protection afforded by Whartonõs

jelly and are thus prone to

thrombosis and injury .



Interpositional insertion of

umbilical cord .

The cord does not divide but

actually runs within the

membranes before inserting

onto the placental surface.

The membranous portion of

the cord has not lost the

protection of Whartonõs

jelly ..


